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PROVIDER INFORMATION NOTICE

PIN: 14 - 06
TITLE: HWLA UNMATCHED ABILITY-TO-PAY (ATP) APPLICATION

DATE: August 26, 2014

Background

Under the Healthy Way LA Health Care Initiative Unmatched Program Agreement, a
patient was considered eligible for the HWLA Unmatched Prpgram only after he or
she was screened for third-party coverage by the Community Partner (CP) clinic
using an ATP Application. However, beginning on August 4, 2014, some CP clinics
began pre-enrolling patients into the My Health LA (MHLA) program. Other clinics
will begin pre-enrolling in September 2014. ‘

This Provider Information Notice (PIN) is to notify CPs that they may use the One-e-
App Summary Sheet print out in lieu of the ATP application for HWLA Unmatched
patients (including the Dental patients) who are pre-enrolling into the MHLA program
using One-e-App (OEA), the electronic eligibility determinatipn and enrollment
system.

Provider Instructions

This is to inform you that effective immediately and until Segtember 30, 2014, when
the HWLA Unmatched program ends, it is permissible for ygur clinic to screen HWLA
Unmatched patients utilizing OEA for the MHLA program. This means that the print-
out of the OEA Application Summary Sheet may be attached to the ATP Application
in lieu of filling out the ATP. This is for both new and renewing HWLA Unmatched
patients between now and September 30, 2014.

If you attach the OEA Application Sheet to the ATP applicat‘on, please do the
following: ‘

1. Have the ATP Application signed by the patient.

2. Complete the eligibility period on the ATP. ‘

3. Draw a line across the top of the ATP application with the wording “SEE
ATTACHED OEA SUMMARY SHEET” (see attachezrexample).

4. Attach the OEA Application Sheet to the ATP Applicgtion.

Attaching the OEA Summary Sheet to the ATP Application will not be required after
September 30, 2014, when the HWLA Unmatched programiends. On October 1,
2014, the MHLA program will begin and the ATP Applicationﬁ will no longer be used.

If you have any questions or need further information, please contact your Program
Advocate. ‘

-
-~

Tangerine M. Brigham w
Deputy Director, Managed Care Services
Los Angeles County Department of Health Services
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Application Summary
AppHcation Summary
Soneratad By Emesto Reynosa
Generatad On 7/22/2014
Application I Application Created BY
Creation Date Assistor Phone Number
Assistor Lotatlon
Primary Informant Name Assigtor Organization |
It Household Assistor Emati
tnty ID . Number of Persons
Preferred Spoken Language by
:‘-‘sfmé b o
Written Languape by )
primary Informant Chiidren
Unborn Children
vt 2 s o AR T e erevemt i < 12t s ama e e o o
3]
. tiomeless
Are your home and malling addresses the same?
Delivesy Type Delivery Type
Home Address 1 _Malling Address 1
Home Address 2 Malling Address 2
Chy City
State Stute
County County
Zip Zlp
Emall
Home Phone Cali Phone
Work Phone Message/Emergency Phone
How would you iike to be
contacted?
o e e e = mmamewR e - IR ST R o e s
person Sequence Number person 1D
Nanmwe Applying for Bensiits
Gentler relationship to Applicant
Date of Blith Have SSN
Age s5N
Place of Bth
us Citizen Legal Resident )
Date of Entry into US PRUCOL Allen
Spouse Name
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Application Summary

Rave/s
Has Disablfity

Disshility Start Date

Ever recelved temporary Cash
assistante, 551, Food Stamps of
Megi~Cal

Name used when Cash Ald, 551,
Food Stamps or Medi-Cal recaiver

Work More Than 100 Hrs

tong Teym Care

Entry Date
‘Rehmﬁomemeuamixs
Enrolied in schob! fullime
Schoot Type

Requesting Medl-Caf coverage for

wpa‘idexpmsmmtast:i
eonths?

Danied for any state or fedaral
program
Employer Pald Insurance

Haz & lawsult pending due to a0
accigent or injury? .

Hospitat or office visits
Other Expanses

. Medicat Hoime

Person Sequence Numlber
Name

Gerder

Date of Birth
.Age

Place of Birth

ys Citizen

pate of Entry Into US
Marital Status
Pregnant

Race/s

Has Disabiity

Disabliity Start Date

ever recelvad MpoTaTY Cash
pesistance, SSI, Food Stamps of
Med-Cal .

Name usad when Cash Ald, SSL
Food Stamps or Medi-Cal recelved

Work More Than 100 Hrs
Long Term Care

Entry Date

Return Home In & Months

Hispanl/Lating

Med\-Cal BIC Number

Name of Fadility

Returmn Home

Schiool Name

prescribed Medications

person IP

Applying for Benefits
Relationship to Applicant
Ha\;e SSN

S8N

tegat Resident
PRUCCL Allen

Spouse Rame

Hispanig/tating

Med-Cal BIC Rumber

Narme of Facity
Return Home
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Application Summary

Enrclled I school fullime

School Type

Reguesting Medi-Cal coverage fur
unpaid exprhses in the last 3
months?

Denled for any state or federal
program

emplioyer Pald Insurancs

Has 3 lawsult pending tue to 2i
acident or kjury?

Hospital or office visits
Other Expenses

Medical Home

Chii i

person Sequence Humber
Name

Gender

Date of Birth

Age

Place of Birth

us Ctizen

Dote of Entry Into US

Martal Status

Pregriant

Raoe/s

Mother Living in Home

Mother Decesed

Mother's Identity knowni

Mother's Nanme . '
Custodial Parent 1D {Mother)
Custodial Parert Name {Mother)
Is Mother Disabled '
Iz Mother Employed

Internations! Address {Mother)
Addresst (Mother)

AddressZ (Mother)

City (Mother)

State (Mothet)

Zip {Mother)

Has disability

Ever receivert tempstary Cash
assistance, $S1, Food Stamps or

School Natne

prescribed Medications

SRS IR T et

person ID

Applying for Benefits
Relztionship to Applicant
Have SSN

SSN

Legal Resident

Date Legal Permanent Status
Recetved

Spouse Name

Hispanie/Latino

Father Living in Home

Father Deceased

Father's Identity known
Fathes's Name

Custodial Parent ID (Father}
Custodial Parent Name (Father)
5 Father Disabled '
Is Father Empioyed
Tmemational Addrasﬁ (Father)
Addresst (Father)

Address2 {Father)

City (Fathear)

State (Father)

Zip {Father}

https:'!/www.assistedonwapp.infolApplappﬁcaﬁon__smnma:y.aspx?summnryID=1
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Application Summary

Medi-Cal?

Long Term Care

School Type

School District Kame

Requesting Medi-Cal coverage for
- unpmid expenses in the last 3

months?

Danded for any state or faderal

program

Employer Palg Insurance

Hat an amployer cffered to pay all

or some portion of your chitd’s
health coverage?

KP Premium Amount
EU Number

person Sequance Number
Name

Gender

Date of BIth

Age

place of Birth

u$ Citizen

Date of Entry into US

PRUCOL Allen

Maritel Status

Pregrant

Racefs

Mo&xer Living In Home

Mother Decessed

Mother's Identity known

Mother's Name

Custodial Parent ID {Mother)

- Custodial Parent Neme (Mother)
15 Mother Disabled
Is Mother Employed
International Address {Mother}
Addresst (Mother}
AddressZ {Mother}
City (Mother)

. State {Mother)
Zip (Mother)

Hag disabliity
Ever received temporary Cash

ascistance, SS¥, Food Stamps or

Medi-Cal?
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Name of Faclity
School Name

PU Number

person ID

Applying for Benefits
Retstonahlp to Applicant
Have SSN

SER

Legal Restdent

Date Legel Permanent Status
Received

Spouse Name

Hispanic/Latine

F.ather tiving in Home

Father Deceased

Father's Identity known
Father's Name

Custodial Parent 1D (Féther}
Custodial Perent Name (Father)
1s Father Disabled

Is Father Employed
nbernational Address (Father}
Address? (Father}

Address2 (Father)

City {Father)

State (Father)

2ip (Father) ¢
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Application Summary ' Page 5 of 6

Long Term Care Hame of Facllity
School Type School Name
School District Name

Requesting Medl-Ca coverage for
unpaid expenses [ the last 3

muonths?
Denied for any state or federat . R
program . .
Employer Paid Insurance
Has an employar offered to pay ail
or some portion af your child's
health coverage?
P Preralum Amount .
BU Number PU Number )
Hotis elafio .
Mama Relationship Namea
Spouse !
Parent
Parent
Spouse
Parent
parent
chid
chid
Sibling '
Chiid
chiid
Sibling
Incoms Defails
Name ) ) Intome Type
Income ) ' Frequency
Gross Monthly Amount Employer Name
Address 1 State
ap.
Clty Telephone
Net Self Ernployment Incomz Seif Employment Hours Worked
Type of Work Indicated
Kame income Type
Income Frequency
Gross Monthly Amount
Net Seif Employment Income . Self Employment Hours Worked
Type of Work Indicated
Name Income Type
Income frequency
Gross Monthly Amoeunt

hﬂ:ps:f!www.assistedcneeappinfo/App/appﬁcaﬁon_summary.aspx?SummaryE)=1 - 72/2014




Application Sumrary

Net Self Employment Income Self Employment Hours Worked
Type of Work Indicated :

Name ) Income Typa

Income ' Freguency

Gross Monthly Amount ’

Net Seif Brnployment Income’ Self Employment Hours Worked
Type of Work Indicated . '

tic oid Inform 4

Does any chiid tisted on this application attend a school?

Doss anyone listad on this application clalm to be legally blind or disabled? h
] L4
Eligibility Results
MName Program_RName Coverage_Type Opt_Out Reconsider gosu g:t‘., . ;iet ;;'.’“" L
f -
vz
- Slgniature inf on
Program Namea s&wnam Type SIgnn.m‘t. Date
K
@ print . Close
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